Chronic necrotizing skin ulcers caused by Mycobacterium ulcerans are a common and serious disorder in certain parts of the tropics. This infection was first described in Australia, but most of the reported cases have come from Uganda (where the disease is known as Buruli ulcer) and from the Congo. The disease is also known to occur in Nigeria, Ghana, Mexico, and New Guinea. The results of epidemiological studies in Uganda strongly suggest that the disease is not usually transmitted from one person to another, and that there is a nonhuman source of Myco. ulcerans infection (Uganda Buruli Group, 1971 ). This source remains unknown, but there is some evidence in support of a recent hypothesis that Myco. ulcerans occurs on vegetation growing on poorly drained soil, and that Buruli disease is contracted by contact with this vegetation and subsequent penetration of the organism through small scratches or other traumatic lesions in the skin (Barker, 1971) .
One implication of this hypothesis is that there will be a seasonal variation in the incidence of Buruli disease in Uganda in accordance with seasonal changes in the vegetation. This paper describes a study of the seasonal occurrence of the disease in Ibuje sub-county of Lango District, Uganda.
In Ibuje there is usually a long period of low rain- 42, 29, 54, and 38 . The frequency of onset of the disease is therefore lowest in April-June and highest in JulySeptember.
In Tables II and III the month of onset of lesions is shown for each age and sex group. Among the 75 male patients there are two periods, April-June and November-January, when the frequency of onset was low (Table 11) the lesion first appeared during April. There is no marked difference between the monthly pattern of onset in each age group. Among the 88 female patients there is a slight fall in frequency during March-April and a peak of 12 cases in whom the lesions first appeared during August, but otherwise the distribution is even throughout the year (Table  1II ). The numbers of cases in the different age groups are too small to permit detailed comparison. However, there is a suggestion that in the 0-4 years and 10-14 years age groups there is a period of low frequency, April-June, similar to that seen in the males.
The observation of a period of low frequency of onset of lesions in the period April-June among males of all ages and females of 0-4 years is in accord with the initial prediction. This is shown in Table IV group.bmj.com on October 27, 2017 -Published by http://jech.bmj.com/ Downloaded from ers so as to make April-June one quarter. Adding the figures for all males to those of females of 0-4 years there is a striking fall in frequency during the April-June period. This is not seen among females of 5 and over for whom the distribution of onset is more even throughout the year.
It is necessary to determine whether these findings can be attributed to seasonal variations in patients' willingness to attend the clinic. Table V shows the quarterly presentation at the clinic for the 32 longstanding cases who delayed presentation until more than two months after the onset of the lesion. Among the males and the females of 0-4 the time of presentation is distributed evenly throughout the year. This suggests that the fall in frequency of onset of lesions in April-June, among males and young females with lesions of short duration, cannot be attributed to an unwillingness of patients in this sex and age group to present at the clinic during these months. If they deferred attendance at the clinic during April-June, perhaps because of the need to clear the land and plant crops at this time, one might expect a consequent increase in the number of longstanding cases presenting at the end of the period. If the demands of cultivation made patients who develop lesions in April-June unwilling to attend the clinic it seems likely that this would also affect the women and girls, who do much of the agricultural work. Table V suggests that women and girls are not unwilling to attend the clinic during April-September. Indeed they seem more willing to attend then than during the other half of the year. Table VI shows the distribution of onset of lesions according to whether or not the patients lived within the sub-county of Ibuje, where the clinic is held. The patients are again divided into two groups, males with young females, and females of 5 and over. The distribution of onset of lesions within the two groups does not differ for those living in Ibuje or outside it. These findings suggest that the seasonal pattern of onset of lesions among cases presenting at Ibuje clinic is not determined by seasonal changes in the willingness of people to travel long distances to attend the clinic.
DISCUSSION
The findings in this study are in general agreement with observations made on 165 Ruandese patients living within Kinyara refugee settlement in Bunyoro District, Uganda (Uganda Buruli Group, 1971) . Comparison of these observations with those made in Ibuje is complicated by differences in the use made of local swamps as a source of water. Within the refugee settlement there were boreholes, and the seasonal pattern of use of the swamps was determined by the proximity of each family's hut to these boreholes and the recurrent breakages of the borehole pumps. In addition, the habits of the refugees differed from those of the surrounding people in that the men more often carried out domestic tasks, such as fetching water, which are usually left to the women. Interpretation of the findings at Kinyara was further complicated by a BCG trial started during 1967, which reduced the incidence of the disease. However, it was concluded that the transmission of Myco. ulcerans infection in Kinyara was lowest from April to June, and that male patients showed a more marked seasonal variation in disease frequency than females. In Ibuje among males of all ages and young females of 0-4 years, there was a decline in onset of lesions during April-June, suggesting a decline in transmission during February-April. This period of low transmission was followed by one of increased transmission during May-July (Table IV) .
A seasonal fluctuation in infection by mycobacteria from an environmental source has been reported in Suffolk, England (Stewart, Dixon, and Curtis, 1970) . Observations on mycobacteria other than Myco. tuberculosis isolated from tonsils, lymph nodes, nose and throat swabs suggested that there may be an environmental source of mycobacteria which is present predominantly during the spring months.
The findings at Ibuje are in accord with the initial predictions. Although other hypotheses could also accommodate these observations, it may be concluded that the demonstration of the predicted decline in transmission of Buruli disease at the end of the dry season gives some support to the hypothesis that the disease is transmitted by contact with vegetation.
SUMMARY
A recent hypothesis suggests that Myco. ulcerans, the organism causing Buruli ulcer, is transmitted to man through contact with vegetation growing in poorly drained soil. An implication of this hypothesis is that during the dry season in Uganda there will be a decline in transmission of the disease to men, boys, and very young children of both sexes. A study has been made of the seasonal occurrence of the disease in one district of Uganda. The results are in accord with the prediction made from the hypothesis.
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